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Ergonomics intervention on an alternative design of a spinal board
Hilma Raimona Zadry∗, Lusi Susanti and Dina Rahmayanti
University of Andalas, Indonesia
A spinal board is the evacuation tool of first aid to help the injured spinal cord. The existing spinal board has several
weaknesses, both in terms of user comfort and the effectiveness and efficiency of the evacuation process. This study designs
an ergonomic spinal board using the quality function deployment approach. A preliminary survey was conducted through
direct observation and interviews with volunteers from the Indonesian Red Cross. Data gathered were translated into a
questionnaire and answered by 47 participants in West Sumatra. The results indicate that the selection of materials, the
application of strap systems as well as the addition of features are very important in designing an ergonomic spinal board.
The data were used in designing an ergonomic spinal board. The use of anthropometric data ensures that this product can
accommodate safety and comfort when immobilized, as well as the flexibility and speed of the rescue evacuation process.
Keywords: spinal board; ergonomics; quality function deployment; product design
1. Introduction
Indonesia is one of the most disaster-prone countries in
the world. The country faces multiple hazards such as
earthquake, tsunami, volcanic eruption, flood, landslide,
drought and forest fire. Data from the United Nations
International Strategy for Disaster Reduction (UN-ISDR)
mention that in terms of human exposure or the number of
people present in hazard zones who may lose their lives
due to a hazardous event, Indonesia is the top rank for
natural disasters with many people exposed.[1] Moreover,
the latest data released by the World Health Organization
(WHO) show that Indonesia is the fifth country in the world
with the highest number of deaths from traffic accidents.
Indonesia also ranks first in the increase of traffic accident
numbers by more than 80%. In Indonesia, the death toll
from traffic accidents reached 120 people per day (0.02%
population) and most of the people who were killed in road
accidents were riders of two-wheel or three-wheel vehicles,
which is about 61%.[2] Therefore, Indonesia must have a
good standard of care for the impact of natural disasters
and traffic accidents.
One of the common injuries as a result of disasters and
traffic accidents is spinal cord injury. Spinal cord injury can
result in long-term disability, often with profound effects
on the quality of life of the affected individuals and their
carers.[3] Injury or damage to the central nervous system
on a larger scale can result in permanent paralysis and
death. The National Spinal Cord Injury Statistical Centre
(NSCISC) collected epidemiological data in the USA from
2010 to 2012 on the cause of injury to the spinal nervous
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system. The data show that the most common cause of trau-
matic injury to the spinal nervous system, among others, is
because of motor vehicle accidents at 36.5%, falls from a
height at 28.5%, an intentional act of violence at 14.3%,
sports at 9.2% and other unknown causes at 11.4%.[4]
Mortality (risk of death) in victims with traumatic spinal
cord injury is estimated at 48% in the first 24 h, and approx-
imately 80% died at the scene.[5] This shows that effective
and efficient handling should reduce the risk of injury or
the victim’s death at critical times. One factor that should
be maintained for saving lives is victim first aid and evac-
uation itself, by knowing the proper technique for moving
the victims to a safer area to minimize secondary injury
that occurs as a result of the evacuation process itself.
Pre-hospital spinal immobilization is one of the most
frequently performed procedures for trauma patients in the
field. It aims to stabilize the spine by restricting mobility,
thus preventing exacerbation of spinal cord injury dur-
ing extrication, resuscitation, transport and evaluation of
trauma patients with suspected spinal instability.[6] When
spinal injury is suspected, patient extraction and trans-
portation to the hospital must prevent deterioration or
damage and ensure protection of the spine. Any equip-
ment used must be light, easy to use and assemble, to a
degree comfortable for the patient and fit securely in the
back of the ambulance. In addition, it must also be strong
and supportive enough to carry the weight of an adult.[7]
In Indonesia, the rigid long spinal board is found in
every emergency ambulance and is the primary piece of
equipment used to extract, carry and support the patient
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with spinal injury en route to the hospital. This tool is
shaped like an emergency stretcher board and made from
wood or polymer with a flat surface that is used to perform
the evacuation of the injured spine. The basic principle use
of a spinal board is to immobilize (limiting the space of) the
position of the spine so that the injury to the spine due to
swinging, clashing or shocks that occur during the evac-
uation process can be minimized. The important role of
the spinal board in the pre-hospital phase is undeniable.[7]
This method of immobilization is well established in pre-
hospital and in-hospital trauma protocols.[8,9]
In practice, however, the existing spinal board has
several shortcomings, both in terms of user comfort and
also effectiveness and efficiency of the evacuation process.
In fact, a previous study found that the use of a spinal
board can cause pain, discomfort in victims and respiratory
disorders.[10] Furthermore, a spinal board can decrease tis-
sue perfusion (blockage of the flow of oxygen in the tissue
capillaries) at the points given pressure (in this case the
placement of ropes or strap), which will lead to occurrence
of a decubitus wound, a wound caused by blockage of
blood flow on certain body parts.[9,11] Table 1 presents the
methods and results of those studies claiming that a spinal
board has negative effects on human health.
There is a large body of research addressing the
ergonomic risks associated with patient handling among
health care workers, almost all of which has been con-
ducted on nursing personnel.[12–15] There has also been
research on the physical demands associated specifi-
cally with emergency medical services (EMS) worker
job tasks.[16–19] Many studies were also found on the
effect of the spinal immobilization devices on patients’
health.[6,11,20–22] Some previous research discussed the
comparison between a spinal board and other related
devices.[23–28] Table 2 presents the results of this com-
parison.
The comparison shows that the spinal board has
strengths and weaknesses compared with the other tools.
These results can be used as a reference for designing bet-
ter spinal boards. Moreover, very few researchers have
Table 1. Previous studies about the effect of the spinal board on human health.
Author Objective Method Result
Kwan and Bunn [6] To evaluate the effects of spinal
immobilization on healthy
participants.
A systematic review of
randomized, controlled trials
of spinal immobilization on
healthy participants.
For immobilization efficacy,
collars, spinal boards, vacuum
splints and abdominal/torso
strapping provided a
significant reduction in spinal
movement. Adverse effects
of spinal immobilization
included a significant increase
in respiratory effort, skin
ischemia, pain and discomfort.
Chan et al. [10] To determine the effects of
standard spinal immobilization
on a group of healthy
volunteers with respect to
induced pain and discomfort.
• Participants were 21 healthy
volunteers with no history of
back disease.
• All participants developed
pain within the immediate
observation period.




• Occipital headache and sacral,
lumbar and mandibular
pain were the most frequent
symptoms.
• Number and severity of
immediate and delayed
symptoms were determined.
Bauer and Kowalski [11] To test the effect of the ZED
board and spinal board with
criss-crossing straps across the
thorax on pulmonary function.
• Study participants were 15
male volunteers, 23–28 years
old who had no history of
recurrent respiratory disease,
heart disease or current
respiratory symptoms and who
were non-smokers.
Long spinal board and the
ZED board used for
spinal immobilization
have restrictive effects on
pulmonary function in the
healthy, non-smoking man.
• Pulmonary functions were
measured with a Breon
spirometer.
• Measurements included FVC,
FEV in 1s (FEV1), FEF
25–75% and the FEV1:FVC
ratio.
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Table 2. Comparison between a spinal board and other related devices based on previous studies.
Comparison result
Author Objective Spinal board Other EMS devices
Lovell and Evans [23] To evaluate the differences
between the spinal board
and the vacuum stretcher in
pressure characteristics of
these two support surfaces.
The mean sacral interface
pressure on a spinal board
(147.3 mmHg) is above
average systolic blood
pressure (120 mmHg).
The mean sacral interface
pressure was dramatically
reduced with the vacuum
stretcher (36 mmHg).
No support was given to the
normal lumbar lordosis by the
spinal board.
Support was given to the normal
lumbar lordosis by the vacuum
stretcher.
Johnson et al. [24] To compare a vacuum
splint device with a rigid
backboard with respect
to comfort, speed of
application and degree of
immobilization.
The rigid backboard with head
block was slightly better at
immobilizing the head.
Vacuum splint device was sig-
nificantly more comfortable,
faster to apply and provided
better immobilization of the
torso and less slippage on a
gradual lateral tilt than the
rigid backboard.




two designs of vacuum
stretcher, a prototype
support surface which
was a combination of
both principles, and three
conventional stretchers.
The spinal board has several
deficiencies, including lack
of support for the lumbar
lordosis. It should not be
the preferred surface for the
transfer of patients with spinal
injuries.
The best support surface of those
used for spinal protection was
the new vacuum stretcher,
both for interface pressures
and subject comfort. Of the
other surfaces, the ambulance
stretcher had the best result
for comfort and interface
pressures, although the other
stretcher surfaces provided
reasonable results and would
be safe in the short term.
Cross and Baskerville [26] To compare the locations
and severities of pain
generated by a hard
wooden spinal board vs. a
soft vacuum mattress splint
on immobilized volunteers.
The hard spinal board had higher
mean pain scores as well
as a higher percentage of
subjects who reported any pain
when compared with the two
vacuum mattress splints.
Luscombe and Williams [27] To compare the stability
and comfort afforded by
the long spinal board
(backboard) and the
vacuum mattress.
The mean body movements in
the head-up position, head
down and lateral tilt were
significantly greater on the
backboard than on the vacuum
mattress (p < 0.01 for all
planes of movement).
Using the NRS the vacuum
mattress was significantly
more comfortable than the
backboard.
In the measured planes the
vacuum mattress provides
significantly superior stability
and comfort than a backboard.
Mahshidfar et al. [28] To compare spinal immobi-
lization using LBB with
a VMS in trauma victims
transported by an EMS
system.
LBB was easier, faster, and more
comfortable for the patient,
and provided additional
decrease in spinal movement
when compared with a VMS.
Note: EMS = emergency medical services; LBB = long backboard; NRS = numerical rating scale; VMS = vacuum mattress splint.
discussed the ergonomic design of pre-hospital manage-
ment of trauma devices, especially those related to the
spinal immobilization devices. By observing the facts, it
can be concluded that it is necessary to design an alter-
native spinal board using an ergonomics approach. This
aims to achieve mobility and better equipment compat-
ibility when in use so that the evacuation process can
be performed more effectively, efficiently and safely. By
doing this, it is expected that the risk of death for victims
with traumatic injuries to the spine can be minimized,
thus increasing the comfort and safety of both victims and
rescuers when evacuation is done.
Regarding the methods for designing the new prod-
uct development, quality function deployment (QFD) is a
significant methodological approach to enhance customer
satisfaction and reduce the product costs and development
cycle time. It is also a crucial tool to increase time and
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production planning.[29] QFD has been profitably applied
by industries around the world.[30–32] A previous study
has been conducted to identify the design requirements
of an ergonomic spinal board.[33] Hence, this study used
those requirements for designing an ergonomic spinal
board.
2. Identification of design requirements for an
ergonomic spinal board
The identification of design requirements for an ergonomic
spinal board has been conducted through a preliminary
study by direct observation of the actual use of the existing
spinal board, interviewing and collecting questionnaires
from 47 participants from medics, Red Cross, Ambulance
Unit Medical Officer and the rescue team of Padang, West
Sumatera.[33] The interviews were carried out with vol-
unteers from the Indonesian Red Cross of West Sumatera
to know in general how customers respond to the exist-
ing spinal board on the market nowadays as well as the
characteristics of the customers towards the desired spinal
board in the future. The interview results serve as a refer-
ence in designing the research questionnaire. This is also a
method to gain an initial picture of customer expectations
for designing an ergonomic spinal board.
The survey questionnaire was developed based on the
data from the interviews. It also refers to the dimensions
of quality according to Garvin [34] and ergonomics prin-
ciples from product design.[35] The criteria include per-
formance, features, durability and aesthetics. Also added
is the price aspect as proposed by the American Society
for Quality Control (ASQC). The questionnaire aims to
investigate customer requirements and desires related to
the ergonomic spinal board.
The collected data of survey questionnaires were pro-
cessed using QFD design through the House of Quality
(HoQ). The HoQ consists of several activities supported by
various tables and matrices. The basic idea is to translate
customer requirements into product design requirements in
order to increase customer satisfaction.[36–38] The HoQ
for the ergonomic spinal board has been developed in a
preliminary study [33] using the following steps:
• Determine customer requirements and customer
important ratings.
• Translate customer requirements into measurable
technical requirements.
• Determine the relationship between customer
requirements and technical requirements.
• Determine the interactions between technical require-
ments.
• Determine the priority of technical requirements.
• Determine design requirements.
• Determine the relationship between technical
requirements and design requirements.
• Determine the priority of design requirements.
Figures 1 and 2 present the HoQ for the ergonomic
spinal board.
3. Product design
The ergonomic spinal board was designed based on the
HoQ results in Figures 1 and 2. It was designed based on
the required characteristics of function, appearance, safety
and assemblability. Additional features were designed in
order to improve the spinal board design. Anthropometric
data were then applied in the process of designing to fit the
product to human use. Additional features in this product
are listed in the following sections.
3.1. The spinal board is foldable
The spinal board has quite large dimensions; this is one
of the deficiencies that may reduce its flexibility. Modify-
ing the shape of the main board by dividing it into two,
folded in the area under the buttocks, was the best solution
to improve flexibility (Figure 3a and b).
3.2. Head immobilizer integrated with the spinal board
Generally, the head immobilizer for a spinal board is a sep-
arate device that certainly requires more time to install.
Thus, in this design the head immobilizer was integrated
directly into the spinal board (Figure 4).
3.3. Strap system
The system applied in the design straps is an ECS-straps
system. This is a crossing restraint system for immobiliza-
tion, where the safety determined by the self-adherent strip
closure, the sliding of the cross-sectional belts upon the
longitudinal one and the extension will allow a better fit to
the victim’s body. The buckle lock uses a plastic bag buckle
located at the centre of the straps. Straps facing the victim’s
body are equipped with ethylene vinyl acetate (EVA) foam
pads to reduce the risk of decubitus sores due to oxygen
blockage in the tissue capillaries at the placement of the
straps. The straps on the chest can also be used as thongs,
and thus the spinal board in the folded state can be carried
like a backpack (Figure 5).
3.4. Main board material
High-density polyethylene (HDPE) was used in design-
ing the main board because of its strength. However,
polyurethane was used inside the board to reduce the
overall weight of the spinal board.
3.5. Anthropometric data used
For the ergonomic design of the spinal board, the anthropo-
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Figure 1. House of quality phase I: the relationship between customer requirements and technical requirements.
Note: empty = no relationship (0);  = weak (1); o = moderate (3); • = strong (9); + = medium positive























6 H.R. Zadry et al.
Figure 2. House of quality phase II: the relationship between technical requirements and design requirements.
Note: HDPE = high-density polyethylene; empty = no relationship (0);  = weak (1); o = moderate (3); • = strong (9).
was designed using anthropometric data of the Indonesian
population aged 15–64 years. Figure 6 shows the anthropo-
metric dimensions used in the design and Table 3 presents
the data.
The application of anthropometric data is discussed in
the following sections.
3.5.1. Hand-hold slot
The hand-hold slot dimension was design based on the grip
diameter, hand breadth and hand thickness dimensions.
The 5th percentile value of the grip diameter was used as
the hand grip size, which is equal to 4.40 cm, while the 95th
percentile value of hand breadth (10.20 cm) was used as the
handle length. Taking the clearance as 4 cm on each side
of the grip, the handle length comes to 14.20 cm and this
value is recommended for the handle length. The clearance
aims to facilitate the user’s hand position as well as to pro-
vide an area for the strap clips to tie the straps to the board.
The 95th percentile value of hand thickness was then used
as the space to insert fingers (slot) into the handle. The
value is 4.13 cm after adding 1 cm as the clearance.
3.5.2. Main board length
The main board was designed so that it can be folded
into two parts, the top and bottom folds. The length of
the top fold was determined based on the dimensions
from the top of the head into the fingertip height (the
95th percentile value of stature dimension minus the
95th percentile value of fingertip height: 166.99 cm –
62.10 cm = 104.89 cm). This percentile was chosen to
accommodate an extremely tall accident victim. The value
was added to the hand grip size (4.40 cm) and the fin-
ger slot (4.13 cm). The length of the top fold becomes
104.89 cm + 4.40 cm + 4.13 cm = 113.42 cm.
The length of the bottom fold was determined based on
the 95th percentile value of fingertip height (62.10 cm).
This was added to the hand grip size (4.40 cm) and
the finger slot (4.13 cm). The length of the bottom fold
becomes 62.10 cm + 4.40 cm + 4.13 cm = 70.63 cm.
Thus, the overall length of the main board was
113.42 cm + 70.63 cm = 184.05 cm.
3.5.3. Main board width
The main board width of the top fold was determined
from the 95th percentile of shoulder breadth (45.51 cm).
The width of the bottom fold was designed to taper at
the foot end to facilitate the immobilization process and
to strengthen the bond straps on the bottom of the vic-
tim’s body. To that end, the width of the bottom main
board was derived from the 95th percentile value of foot
breadth (10.76 cm). It was multiplied by 2 to accommodate
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(a)
(b)
Figure 3. Fold in the spinal board.
Note: (a) Spinal board in the unfolded state; (b) Spinal board in
the folded state.
clearance for handle size (hand grip and finger slot) on the
right and left sides (2 × 8.53 cm = 17.06 cm) resulted in
the width of the main board at the foot end being 38.58 cm
(21.52 cm + 17.06 cm).
3.5.4. Head immobilizer size
The head immobilizer length was derived from the dif-
ference between the 95th percentile values of stature and
shoulder height dimensions (166.99 cm – 127.18 cm =
39.81 cm). On the other hand, the width of the
head immobilizer was based on the 95th percentile
value of head breadth added to 2 cm clearance
(13.70 cm + 2 cm = 15.70 cm). The head immobilizer
was also equipped with foam pads made from EVA with
a thickness on each side of 3 cm to accommodate victims
with small dimensions.
Figure 4. Head immobilizer.
Figure 5. Spinal board strap system.
4. Discussion
Important customer ratings show that the highest require-
ments for the spinal board design according to the cus-
tomers are the selection of main board materials, the appli-
cation of spinal board strap systems as well as the addition
of spinal board features. The variable that gets the highest
rating is ‘The materials can be penetrated by X-rays’ with
the rating value of 4.36 or classified as ‘important’. This
is because the victim should be immobilized well until the
scanning process using X-rays is completed. Transfer of
the victim without an immobilization tool will increase the























8 H.R. Zadry et al.
Figure 6. Anthropometric dimensions.
Note: 1 = stature; 2 = shoulder height; 3 = fingertip height; 4 = shoulder breadth; 5 = head breadth; 6 = foot breadth; 7 = hand
breadth; 8 = hand thickness; 9 = grip diameter.
Table 3. Anthropometric dimensions (cm) of the Indonesian
population.
Percentile
Number Dimension 5th 50th 95th SD
1 Stature 163.70 165.34 166.99 8.07
2 Shoulder height 123.89 125.54 127.18 19.01
3 Fingertip height 58.81 60.45 62.10 12.76
4 Shoulder breadth 42.22 43.86 45.51 7.16
5 Head breadth 10.41 12.05 13.70 3.15
6 Foot breadth 7.47 9.12 10.76 1.80
7 Hand breadth 8.50 9.35 10.20 0.20
8 Hand thickness 2.30 2.68 3.13 0.24
9 Grip diameter (inside) 4.40 4.70 5.00 0.20
Note: Shading indicates the percentile used for design.
Polyethylene and polyurethane are the best options to
be used as the main board material because of their abil-
ity and endurance. Those materials can also answer the
fourth rating ‘Spinal board material is easy to clean’ and
the sixth rating ‘Spinal board material is stainless’. This is
because polyethylene and polyurethane are thermoplastic
materials with small pores so they do not absorb water and
can survive at extreme temperatures.
In terms of strength, polyethylene – especially HDPE –
has good strength because it has a high density equal
to 0.941 g/cm3, with an average tensile strength of
32 MPa.[39] It can answer the customer requirement on
the seventh rating ‘Spinal board ability in resisting body
weight’. Therefore, the parts which have the important
function of weight-bearing on the main board – such as the
bottom frame, hinges, connecting pegs and side handles –
are made using rigid HDPE, while at the top of the main
board HDPE is used as the outer shell with polyurethane
on the inside. This can reduce the overall weight of the
spinal board, but will not affect its strength.
The next highest customer requirements are related to
the strap system. They include ‘The strength of straps to
resist body movement,’ ‘Spinal board straps are power-
ful’ and ‘The speed of strap installation’. This shows that
the selection and application of a strap system which is
strong and has quick installation are important for the cus-
tomers. Therefore, an ECS-straps system with nylon will
be used to design the straps in the product. ECS-straps
are a crossing restraint system for both adults and children
and can be used on a variety of transport devices such as
boards and vacuum mattresses. The sliding of the cross-
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will allow a better fit to the victim’s body. All of these fea-
tures make ECS-straps an innovative and versatile device
for any kind of immobilization operation.[40] This system
makes a bond not rely on a single point only, so the risk of
rope cut-off is smaller. By implementing this system, the
emphasis on the body will be split between two segments
of the rope so that the risk of blood blockage is also smaller.
In terms of feature development, customers require
‘Spinal board handles are anti-slip’ with a rating value of
4.08, ‘The main board can be folded so it is easy to carry’
with a value of 3.84 and ‘Head immobilizer is installed per-
manently on the spinal board’ with a value of 3.64. These
features are then implemented in the design. To the side
grip on the main board, the handles have a circular shape
so that rescuers can grasp the board perfectly. The texture
on the grip is also made rougher so that the risk of slip
is smaller when gripped. At the top of the board are also
added head immobilizer features integrated on the main
board so that the victim’s head can be detained without
any additional devices and the evacuation process can be
faster. The spinal board can be folded into two parts to
increase the rescuers’ flexibility when carrying it. All com-
ponents including the hinges player in the crease and the
head immobilizer are made from the same material as the
main board. They can therefore still be penetrated by X-
rays but do not reduce the strength and resilience of the
spinal board.
In terms of product design performance, the spinal
board was designed to meet consumer needs. The prod-
uct was modified in the shape and dimensions of the main
board, the shape and the application of the strap system,
and then the addition of some features to support the spinal
board. The following is a description of each modification:
• Modifications of the shape and dimensions of the
main board. On the main board, modifications were
carried out on some parts, such as side grip shape,
main board framework, main board materials as well
as application of a fold on the main board. On the
handle side, the diameter of the handle is determined
based on anthropometry data. Therefore, the rescuers
can grasp the spinal board well and improve the
safety of spinal board use. The size of the cavity is
also made larger so as to enable rescuers’ fingers to
be easily inserted under the patient’s body. The flexi-
bility is also enhanced by applying the fold hinged in
the middle of the board. The fold was made under the
buttocks so that the spinal cord has been supported
by the top of the board.
• Modifications of the strap system. As already
explained, the strap system applied to the design is
the ECS-straps system. The straps are crossed on
three parts of the body: chest, waist and legs. For
ease of installation, the straps are equipped with a
bag buckle. The bag buckle is integrated on one
segment of the straps in the middle of the binder that
can be adjusted in length according to needs. The
use of a bag buckle also allows rescuers to bring the
board in the folded state using a backpack so that
the spinal board would be more practical when being
transported. In addition, to increase the patient’s
comfort the strap in direct contact with the patient’s
body is given EVA foam pads so the patient’s skin
will not be scratched.
• Additional features. Additional features imple-
mented in this design are giving texture to the spinal
board grip as well as the head immobilizer, which
is integrated directly into the main board. The head
immobilizer will certainly save on the evacuation
time. In addition, the presence of EVA foam pads on
the inside of the head immobilizer will accommodate
the head of the patient with extreme dimensions.
This ergonomics study focused on efforts to achieve a
design that meets ‘fitting the task to the man’. Ergonomics
studies leading to the benefit of man do not merely lead
to the technical or functional aspects of the product. The
design of the spinal board in this study accommodates the
two sides’ interests of users, such as safety and comfort
when immobilized, as well as the rescuers, such as flex-
ibility and speed of the rescue evacuation process. The
use of anthropometric variables was also adjusted to the
dimensions of the Indonesian population, for which it is
expected that this product is really targeted to help efforts
in controlling accidents and disasters in Indonesia.
5. Conclusion
This study has succeeded in making an alternative design
of spinal board to increase the effectiveness and efficiency
of the existing spinal board products. The design was made
in accordance with customer requirements and consultancy
with experts using the QFD method. The results indicate
that the selection of spinal board materials, the applica-
tion of strap systems as well as the addition of spinal board
features are very important to design an ergonomic spinal
board. The improvement of product design includes the
following:
• Application of HDPE and polyurethane on the main
board.
• Head immobilizer integrated into the main board.
• The strap system is modified by implementing the
ECS-straps system, which is equipped with a bag
buckle to increase the speed of the installation pro-
cess.
• Addition of a fold under the buttocks on the main
board.
The next phase of the study will discuss part deploy-























10 H.R. Zadry et al.
board can thus be designed in accordance with the con-
ditions and the latest technology.
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